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3.5 Families Receiving Extended Medicaid Benefits
(Continued)

Supplement 2 to ATTACHMENT 3.1-A specifies and
describes the alternative health care plan(s) offered,
including requirements for assuring that recipients have
access to services of adequate quality.

(2) The agency —

(0 (i) Pays all premiums and enroliment fees imposed on the
family for such plan(s)

00 (ii) Pays all deductibles and coinsurance imposed on
the family for such plan(s).

3.6 Unemployed parent

For purposes of determining whether a child is deprived on the basis of
the unemployment of a parent, that agency

] uses the standard for measuring unemployment which was
in the AFDC State plan in effect on July 16, 1996.

= uses the following more liberal standard to measure
unemployment:

A child will be considered deprived if the parent and his/her spouse’s net
non-exempt earned income is at or below 100 percent of the federal

poverty limit based on the family size regardless of the number of hours

the parent is employed, ox tha orint el Wade eacfhox TS
cwployed less thaw 10D Noues per rantn (RFDC St:mé&\%>
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